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Intralesional vimblastine in oral Kaposi Sarcoma

Vimblastina intralesional em Sarcoma de Kaposi Oral

Case Report

INTRODUCTION
Kaposi’s sarcoma (KS) is a multicentric vascular neoplasm that 

was first described in 1879 by Moritz Kaposi1. The first case of oral 
KS (classic variant) was described by Feit in 19282. The KS epidemic 
variant associated with HIV infection is strongly prevalent in men who 
have sex with men (MSM)3,4, being an AIDS-defining disease. KS may 
be the first clinical presentation of AIDS5, and because the mouth may 
be the only site involved6, patients with oral KS must necessarily be 
tested for HIV7. The palate is the most frequently affected region, and 
the gums are the second most frequent site5.

Oral KS treatments include surgical removal, radiation therapy, 
and intralesional chemotherapy. The total excision of the lesion often 
results in wounds that are difficult to heal, and radiotherapy can cause 
xerostomia and mucositis8. However, treatment with intralesional 
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RESUMO
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vinblastine is effective, with minimal toxicity; it is cheap 
and safe and can be repeated in case of recurrence6. 
This therapeutic modality has been recommended to 
treat the classical and African forms, with a positive 
response rate of 80%9. The objective of this case report 
was to document and evaluate the effectiveness of 
treating an oral KS lesion in a patient with AIDS using 
local injections of vinblastine solution (intralesional 
chemotherapy).

CASE REPORT
The patient was a white 25-year-old MSM born in 

São Paulo, SP, Brazil. In the previous 4 months, he had 
a weight loss of more than 6 kg, tiredness, evening fever 
(not measured), and progressive fatigue. He presented 
to the emergency room with worsening symptoms 
and was admitted to the intensive care unit owing to 
dyspnea in the context of the COVID-19 pandemic 
with tomographic involvement of the lungs greater than 
50%. After ruling out SARS-CoV-2 infection, he was 
diagnosed with HIV/AIDS (CD4 cell count, 26 cells/mL; 
viral load, 695,000 copies/mL). Bronchoscopy findings 
were endoscopically normal and the bronchoalveolar 
lavage was inconclusive. A transbronchial biopsy was 
immunohistochemically positive for cytomegalovirus. 
Subsequently, lesions suggestive of oral KS were 
identified, and a biopsy of the right inguinal lymph node 
with immunohistochemistry confirmed the presence 
of herpesvirus type 8 or KS-associated herpesvirus 
(HHV-8–HVKS). A therapeutic antiretroviral regimen 
with tenofovir/lamivudine/dolutegravir was initiated 
as soon as the diagnosis of AIDS was established, 
starting systemic chemotherapy for KS 2 months after 
hospital admission.

Two months after starting systemic chemotherapy 
against KS, the patient (already being followed up as 
an outpatient) complained of a single, nodular, raised, 
reddish oral lesion in the attached gum measuring 3 
× 2 cm2, covering the dental crowns from the central 
incisor to the upper left canine (Figure 1), which was 
biopsied. Histological diagnosis was compatible with 
KS, and immunohistochemistry also confirmed the 
presence of HHV-8.

The patient was invited to have his case 
documented prospectively for scientific and 
educational purposes, and after understanding and 
signing the informed consent form, he agreed to 
allow photographic documentation of his treatment 
according to the institutional protocol already 
well established (intralesional chemotherapy with 
vinblastine [Faulblastine®] 10 mg/10 mL at a dose of 

Figure 1. Initial lesion (D0).

0.1 mL/cm2 of lesion, administered every 7 days)5,6,8. 
Prospective follow-up lasted 70 days, with weekly 
photographic records and clinical observation of the 
volume and color of the lesion. There was also telephone 
contact with the patient 24 hours after each treatment to 
check for possible side effects. From the beginning of 
treatment, analgesics were provided for potential pain, if 
necessary. On the first day (D0) the patient received 0.1 
mL of vinblastine solution. After 7 days (D7), a second 
dose of 0.4 mL was administered (Figure 2).

After another 7 days (D14), a new dose of 0.4 mL 
was administered (Figure 3), and 7 days later (D21), a 
fourth dose of 0.3 mL was given (Figure 4). The total 
dose was 1.2 mL (1.2 mg).

The lesion showed total volume remission 14 
days after the last treatment (D35) (Figure 5), but the 
patient was followed up every 7 days until 70 days 
after starting treatment (D70).

Figure 2. Site of lesion 7 days after the first treatment (D7).
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Figure 3. Site of lesion 7 days after the second treatment (D14).

Figure 4. Site of lesion 7 days after the third treatment (D21).

Figure 5. Site of lesion 14 days after the last treatment (D35), showing 
total remission of the lesion volume.

At the patient’s last follow-up appointment (D70), 
there was total remission of the lesion volume, although 
a violet color was still perceptible (Figure 6). During the 
entire treatment, no significant pain was reported, only 
minor discomfort the day after the first two treatments, 
with no need for analgesics.

Figure 6. Site of lesion 70 days after the first treatment (D70), showing 
total volume remission and almost total remission of lesion color.

DISCUSSION
KS has four epidemiological clinical variants: the 

classic, which is the first variant described in European 
and Mediterranean patients; the iatrogenic, which 
occurs in transplant patients; the endemic, African 
variant; and the epidemic variant, which is associated 
with HIV/AIDS1. KS is characterized by reddish or violet 
lesions on the skin, mucous membranes, and other 
sites10 and is associated with HHV-8–HVSK11, a class 
I carcinogenic virus as classified by the International 
Agency for Research on Cancer of the World Health 
Organization.

Oral KS may present as a single, macular, or 
elevated lesion, as well as with several lesions at 
different stages of development. In view of this, 
dentists should be able to recognize and know how to 
diagnose these oral lesions. The identification of viral 
DNA in the saliva of patients with oral KS suggests a 
possible transmission by oral secretions12.

The emergence of highly active antiretroviral 
therapy (HAART) had a significant positive impact 
on the immunological profile of HIV-infected patients, 
reducing the incidence and prevalence of several 
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diseases, including KS. However, a late HIV diagnosis 
and/or non-adherence to treatment has made some 
of these diseases reappear, including KS again. In 
addition to HAART, several therapeutic alternatives 
have been associated with KS remission, like other 
antiviral drugs (such as foscarnet and ganciclovir) and 
immunotherapy. However, the prolonged use of some 
of these drugs can result in unwanted side effects (such 
as fever, neuropathy, nausea, and vomiting); therefore, 
their use is not always favorable in the long term. In 
parallel, the use of protease inhibitors has been proven 
effective against HIV-associated KS due to a direct 
relationship between clinical response and decreased 
HHV-8 viral load13.

Vinblastine is one of the chemotherapeutic agents 
of choice for the systemic (intravenous) treatment of KS. 
The highly alkaline nature of this drug is also believed 
to induce fibrosis when used locally8. Intralesional 
injections of vinblastine are commonly used to treat oral 
KS. The intralesional injection technique was widely 
described in the 1980s and 1990s, being accepted and 
used until now. The authors who described the technique 
to treat oral KS5,6,9 reported high success rates with no 
systemic side effects, good tolerance, and low cost, in 
addition to the possibility of repeating treatment in case 
of recurrence. Whenever reported, post-procedure pain 
is of short duration and low intensity and, therefore, 
easily controlled by analgesics.

CONCLUSION
The clinical case presented here describes a well-

standardized therapeutic alternative for the treatment 
of a single exophytic oral KS lesion, with excellent 
results. In view of other therapeutic alternatives 
(surgical removal and radiotherapy, among others), 
positive aspects of intralesional treatment include the 
low dose of chemotherapy used (1.2 mg), fast response 
(total lesion volume remission in just 35 days after the 
beginning of the treatment, with four treatments), and 
minimal pain.

“This case report deserved an official declaration of acknowledgement 
and ethical approval by its institution of origin and was peer-reviewed 
before publication, whilst the authors declare no fundings nor any 
conflicts of interest concerning this paper. It is noteworthy that case 
reports provide a valuable learning resource for the scientific community 
but should not be used in isolation to guide diagnostic or treatment 
choices in practical care or health policies. This Open Access article is 

distributed under the terms of the Creative Commons Attribution License, 
which permits unrestricted use, distribution, and reproduction in any 
medium, provided the original work and authorship are properly cited.”
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